care because their youth contradicted the intergenerational reciprocity on which care normally rested . . . " Furthermore, families may also simply be overburdened with the numerous challenges that HIV infection gives rise to: First, because of the predominant mode of heterosexual transmission, often whole families are infected; second, HIV puts tremendous stress on scarce material family resources. If breadwinners of families fall ill or pass away, these resources massively shrink; at the same time, the demand for resources expands as expenses for medical care, transport, and funerals need to be covered. Allocating alternative resources, for example, through additional employment in the labor market is, however, difficult if the time and energy of care-givers are fully consumed by the care work (Dilger 2005; Burchardt 2007a ). Eventually, the distinguishing feature of HIV/AIDS is the immense need for emotional care emerging from the experience of diagnosis in which the shattering of ontological securities almost invariably gives rise to trauma.
The everyday life practices of HIV-positive people are shaped by social forces, but they also connect them in novel ways. But how do people actually mobilize support and care? What do they perceive as "caring" and "supportive"? How do these understandings correspond to negotiations and emerging constructions of need? How can anthropological accounts of practices of care contribute to explaining how people feel, think, and act upon their life situation? In this chapter, I explain how HIV-positive people in the South African city of Cape Town organize support for themselves in the form of support groups. These groups emerged in the context of stigmatization, the partial disruption of familial support structures, and the perceived need to address ontological uncertainties through bottom-up psychological interventions. The formation of support groups was, in fact, one of the most widespread responses to HIV/AIDS in South Africa. These are voluntary associations, often run by NGOs or faith-based organizations and sometimes facilitated by a social worker. My aim is to consider how participation in these groups mediates the views and practices of HIV-positive people by providing them with symbolic resources through which to cope with their precarious lives. More precisely, I wish to examine how the sameness of an experiential condition is creatively exploited through acts of sharing and bearing witness to the suffering of others, and how support encounters provide cultural spaces for intersubjectively fashioning processes of self-transformation. 1 The analysis suggests a concept of support encounters that is informed by the anthropology of morality and ethics.
Since in anthropological research the conceptual distinction between care and support is not sustained by widely shared definitions, I should clarify my use of these terms. By support I mean a wider set of practices of help, which are based on the recognition of one's neediness and needs. By care, in contrast, I designate practices and attitudes that are underpinned by emotionally charged social relationships (see also Szawarska, Chapter 3, this volume) . This distinction emerges from the ways in which in support groups, practices of sharing are closely associated with the production of intimacy and the mobilization of emotions. It also accounts for the fact that for participants, the forms and meanings of engagement are highly contested. 2 
Access to the Social I: Ethics and Encounters
Encounters of care and support take place on multiple levels. Often they are most easily accessible as objects of study in their-more or lessinstitutionalized forms. These forms range from support arrangements within kinship networks to NGOs, from faith-based charities to state-centered welfare structures and highly professionalized and bureaucratized care relationships as we find them in hospitals. Here, responsibility is defined in terms of inherited duty, contractual obligations, legal entitlements, or professional standards. What is lost in these processes of institutionalization and objectification is the intersubjective recognition of interdependency insofar as the caring impulse has been absorbed or rendered redundant by the institutional context. Institutional care arrangements may work where they are in place, but they may also contribute to creating a moral void in social situations where they fail or are absent.
With a view toward understanding these processes, social science research has demonstrated that in the context of contemporary social transformations taking place at a global scale, institutional arrangements of care and support are increasingly shrinking, if not dissolving. As neoliberal capitalist modernity keeps on inscribing itself into the social fabric, inherited notions and institutions of community and kinship solidarity are eroding through processes of de-traditionalization, de-institutionalization, and fragmentation (Heelas, Lash and Morris 1996) . 3 While the creation of the welfare state was sometimes held responsible for the disruption of kin and community-based support, its dismantling through neoliberal politics has left many people radically uncertain when it comes to finding support.
In South Africa, these processes are particularly evident in urban contexts. Post-Apartheid modernization has brought with it massive migratory movements into the cities, the integration of these expanding urban populations into the market economy, and the reconfiguration of family ties. While the concomitant emergence of a "black bourgeoisie" has been viewed as an important step in the ongoing process of liberation from the past of racist oppression, it also highlights how political equality went hand in hand with new forms of social inequality. The recognition that competitive principles and the individualized striving for success are parts of the new social reality is just one step in the long process of "sobering up" from the enthusiasm over the collective cohesion that the struggle for political freedom had created. The recurrent invocations of ubuntu, or "the spirit of community," in public discourse indicate the extent to which it has been undermined on multiple levels.
This situation of crisis entails a crucial insight for the anthropology of support; that practices of support and the ways in which they are forged become visible most drastically in moments in which they are endangered, precarious, or even absent. If support is precarious, it becomes obvious that it depends on ethical motivations. In this context, Bauman has argued that moral selves who ethically engage with the other have to be made by the taking up of responsibility. "Only when taking that responsibility," he claims, "the self turns moral; only then the moral self is coming to life; precarious life, to be sure " (2000b: 84) . Others, such as Thomas, have suggested that the attitude through which moral selves come to life is that of emphatic understanding playing itself out in acts of moral deference. 4 "Moral deference . . . ," he writes, "is the act of listening that is preliminary to bearing witness to another's moral pain " (1992: 246) . My interest in moral deference clearly resonates with the notion of affective states of compassion and empathy Melissa Caldwell develops in Chapter 6 of this volume.
In this chapter, I argue that ethnographies of support strongly benefit from the anthropology of morality and ethics, particularly by recognizing how the production of practices and relationships of support are depending on the ways in which moral selves are made. 5 These ways, in other words, the social forms through which support and moral selves take shape conjoin in the concept of encounters. As Bauman insists, "morality, which has the actions of moral persons for its sole substance, has to be reborn ever anew in the course of successive human encounters-as their accomplishment" (2000: 84) . Support encounters can therefore be seen as the reciprocal ethical engagements emerging from emphatic understanding and the flow of emotions in face-to-face situations and the taking up of responsibility as its motivational underpinning. Support, again, may then also refer to the specific practical contributions to the achieving of others' goals that results from caring. It is in encounters of this kind that relationships of care materialize.
The centrifugal effects of social transformations addressed earlier in text have prompted some theorists to prophetically proclaim "the end of the social" (Touraine 1984; Latour 2002) . Regardless of whether one agrees or not, it is true that the economization of the social as well as the apotheosis of individualism has left us dramatically uncertain about what the notion of the social means. Against this backdrop, it appears that just as situations of crisis provide exceptional analytical access to the study of support, practices of support and the relationships through which they unfold afford supreme access to the social. This, in fact, is true for both social actors themselves just as for researchers.
With regard to care and support for the sick, it has been noted that people with terminal disease often suffer from a dual exclusion: First, they are excluded from "normal social life." In the case of AIDS in South Africa, this aspect is exacerbated and epitomized in the multiple forms of stigmatization and discrimination. And second, they are in a sense excluded from "life." 6 In conversations with HIV-positive people, this is expressed through phrases such as "This is the end of my life," while others often say: "You don't see it but he (the HIV-positive person) is already dead." With AIDS, death invades life, a fact that manifests itself in apathy, lethargy, and the inability to move and think about something else than the moment of dying that is supposedly happening any time soon. This situation of exclusion from the social and from life can be reversed through the experience of witnessing the suffering of the other, and giving and receiving hope in support groups. Therefore, in support groups, people may reconstitute themselves as moral subjects and re-inscribe themselves into life through support encounters. In this sense, the following analysis rests with the recognition that "persons belonging to the same diminished social category may have breathtaking insights into the experience of one another . . . " (Thomas 1993: 86) .
Similarly, it seems that the anthropology of support, particularly if construed as an ethnography of human encounters, is a privileged site for investigating and accessing-and in the light of the theoretical proposition regarding the end of the social, even retrieving-the meaning of the social proper. Through the study of care, the social appears as the fundamentally human form of connectivity, interdependency, and cohesion, as the substance out of which to make ties underlying much of the strategic pursuit of interest and as a non-instrumental interest that Simmel so closely associated with the flow of energies. Caring practices may then be viewed as supreme activities in which through human encounters cohesion and the social are constantly recreated, even if their accomplishment can never be taken for granted. At the same time, however, it is important to note that care and support are not discrete categories of action per se but rather perspectives on action, employed by social actors and anthropologists alike. In other words, what matters is how social actors come to perceive certain practices as caring and supportive and how they reflexively fashion notions of need and support through the entanglements of experience and discourse.
In the following, I will consider how access to the social is mediated through AIDS support groups. At the same time, I hope to uncover how the social itself becomes the source of multiple anxieties and how the making of moral selves fails when diverging notions of need come to the fore.
Access to the Social II: Support Encounters and Medical Sociality in an AIDS Support Group
Meliziswe is a 41-year-old self-inspired religious AIDS activist from the township of Khayelitsha and former member of the ANC's (African National Congress) military wing. In 2004 he embarked on a new project. With the financial support of a US-American Baptist community, he started organizing workshops on HIV/AIDS together with some HIV-positive women from the neighborhood. After his first steps as an AIDS activist, he became acquainted with the idea of support groups. Shortly after, he decided to set up such a group himself. The group meets every Saturday in a little community hall in Town Two, a relatively safe and settled neighborhood in the township of Khayelitsha. People are recruited to the group by word of mouth and by flyers that members distribute during public functions or in other informal situations. Other members come to the group through a referral system established by ties with the local governmental clinic. Apart from the regular meetings, once a month the group organizes awareness-raising workshops with the aim of "reaching out" to the broader population of the township and to become more widely known.
The regular group meetings appeared rather informal in that there was no fixed agenda and no program. In this aspect, Meliziswe's group sharply diverged from other groups in that their recovery process closely followed the instructions of pedagogical manuals and every session was defined by specific outcomes. In Meliziswe's group it was quite evidently sociality as such that was important in the eyes of its members. Before any issues related to HIV would be discussed, people would casually and joyfully converse about issues of everyday life. On this level, the group would be nothing else than an occasion for socializing, but specifically this aspect of providing access to social life in its most fundamental form as a celebration of togetherness, of sharing and spending time together, needs consideration since it is precisely this kind of social ties that many of the members had been cut off from the day they received their diagnosis.
The workshops are attended by support group members as well as others, and interaction is, in contrast, organized by a detailed program. Usually Meliziswe would welcome the audience and provide something resembling the emotional framework for the situation. He actually did what we could call community-making, the creation of affective states of mutuality through calls for solidarity. Other than him, there were usually two or three women from the support group speaking and providing expertise on subjects ranging from questions concerning modes of transmission, sexuality and safer sex in particular, symptoms of AIDS, and opportunistic infections to issues of discrimination, possibilities for treatment, drug resistance, and so on.
Unless someone is publicly known to be HIV-positive in the neighborhood community or in other social networks or carries visible signs of disease, she or he may easily pass as "normal" in daily interaction. For some, difficulties of attendance derived from fears of being seen by bystanders while entering the premises where groups are known to meet. This could come down to involuntarily disclosing one's HIV status and rendering pointless the efforts to "passing" one may have invested. As a result, some people even chose to travel into other townships in order to avoid becoming subject of derogatory neighborhood gossip. Likewise, the staff of some NGOs were highly aware of these difficulties and consciously chose to engage in social activities that had nothing to do with AIDS just to ensure the organization would not be associated too closely with the disease.
Perceptions of moral degradation, of course, explain the extraordinary value attached to support groups for HIV-positive people once the choice to attend had been taken. In a social environment characterized by real or perceived hostility and stigmatization, support groups were predominantly described as islands of hope and belonging, as places for forging new social bonds and friendships. Thandokazi, one of the members of the group, thus remarked: "I just come and we talk; because here I can talk about everything!" As I will argue in more detail later in text, it is very much the connecting energy of talking, narrating experiences, and sharing important problems that was perceived as healing the wounds that disease and exclusion had inflicted and that turned group sociality into emotionally charged support encounters. What group discourse establishes in this regard is a common point of view whereby many, if not all, problems of everyday life are interpreted through the experience of HIV/AIDS.
This concerns issues such as conflicts in marriage or partnership, difficulties with organizing childcare during periods of illness, and income generation, but significantly also recurrent feelings of diminishing self-esteem in the context of derogatory neighborhood talk and bodily changes. Such bodily changes, comprising symptoms of infections such as shingles and rash but also visible deformations relating to overweight or underweight, may arise from disease itself but also as side effects from anti-retroviral treatment (ARVs). Some of the derogatory talk people felt they were subject to was, in fact, related to not only suspicions of being HIV-positive but also unfavorable changes in physical appearance. Hence, the perceived need of "working through" the cracks in self-esteem precipitated by such talk for which the group was deemed the most appropriate place. There is an undeniable gendered dimension to the significance attached to physical changes since particularly for women, estimations of self-worth culturally derive from physical appearance and "being seen" (Bourdieu 2001) .
What matters here is that for those who perceive this point of view of AIDS to be unarticulated in their everyday lives because of stigma or shame, the group emerges as the encounter where their particular experiences and issues matter. This was particularly evident in conversations over medical treatment, the importance and complexities of treatment adherence, and concerns about what was best for them in terms of healthy life in general. Often members would engage in lengthy discussions about the benefits and risks of ARV's, immune boosters, possible side effects, and so on. These themes were elaborated in great technical detail, which would be hardly intelligible to outsiders. On one level, these discussions were means of disseminating highly relevant medical knowledge and therefore point to support groups as cultural arenas for negotiating therapeutic options and brokering therapeutic resources in the context of widespread medical uncertainty. 7 On another level, however, there was a great deal of redundancy in these discussions, and many of them only seemed to rehearse what in fact everybody already knew. As a result, it was equally clear that the members simply liked to address these issues. What emerged was a medical sociality of sorts, wrought from the common biological condition and medicine as one of people's preferred subjects precisely because it was so distinctly their subject. Because of this the support groups should also be construed as one of the production sites of medicalized identities in which the medical meaning and practical requirements of living with HIV/AIDS are systematically organized into the frames of perception and progressively also into the daily routines of HIV-positive people. 8 It is in the support groups where in a strictly sociological sense of the word people become HIV-positive in that HIV-positivity is interactively produced as a common point of view.
In order to understand these symbolic transitions, one has to keep in mind that not for all but for many HIV-positive people, support groups are the first and therefore highly privileged sites of disclosure, in other words, of declaring to others (and thus to oneself ) that one has been diagnosed HIV-positive. On the one hand, practices and conditions of disclosure are closely linked to prior biographical experiences. 9 On the other hand, practices and especially the meanings of disclosure are also shaped by broader political discourses. In this regard, authors such as Posel (2004) and Fassin (2007) have argued that in South Africa the political culture of "denialism" must be read as attempts to preserve the legitimacy of post-Apartheid political sovereignty in the face of the government's supposed incapability of dealing with the crisis. Clearly, the well-documented ambivalences about AIDS in political discourse contributed to discouraging people from disclosing and undermined the micropolitics of recognition entailed in it. In the present analysis, I focus on how both perspectives coalesce in the way disclosure is perceived and practiced through support group processes.
Encounters of Self-Revelation: Practices of Disclosure
In the Meliziswe support group, like in many others I attended, disclosure took place first in a sequenced manner, and second, by way of storytelling. Apart from a few exceptions, it is clear that people who join the group are HIV-positive. 10 The subject matter of disclosure are the experiences surrounding it. Entering the group people would often initially act as silent observers and only at the second or third time of attendance begin to speak about themselves in a smaller circle from which as a researcher one is mostly excluded. What in the group's perception was understood as the disclosure proper then consisted of a person walking in front of the group and giving a public testimonial during one of the meetings. However, testimonies of disclosure would also be performed during the awareness-raising workshops mentioned earlier in the text, targeting both group members and residents from the neighborhood. In the following, I report on one of these occasions.
As always, this was a Saturday afternoon and people gradually gathered in the community hall. In the tiny kitchen adjacent to the hall, three foreign volunteers from Germany and Belgium helped other women preparing sandwiches, salad, and tea. These volunteers were present on behalf of an NGO called "Botho," which for a number of years had been providing some additional financial and logistical support for Meliziswe's AIDS activism. When about 40 people had come together, Vuyokazi, one of the group's board members, and Meliziswe opened the meeting with welcoming words, collective prayers, and songs. Furthermore, a representative from SANCO (South African National Community Organization), an umbrella body of NGOs, had been invited to address the audience, and the organizers were visibly satisfied about the public and official recognition their activities gained through his presence. At the beginning, Vuyokazi announced that the discussion should center on the question "how HIV affects us here in our community," praised the group for its achievements as a place of unconditioned solidarity, and called for greater acceptance. After about an hour, three women walked to the panel to share their experiences with the others in the form of the following illness testimonials:
Hello, my name is Nikelwa and I live in Nkanini in Makhaza. I am living with the HI virus but I have accepted. But I have been sick. And I stayed in a hospital for about two weeks. While I was in hospital I told myself that I would accept it. I am also a mother. I had so many role models in the clinics talking and saying that they have had the disease for years, then why should I give up? I woke up at that moment in the hospital and the doctor came and said, I am discharging you. And the doctor asked me how I was feeling. I told him, my feet were sore. I was really weak, my brothers and sisters. After I had accepted I started gaining weight. I haven't even finished a year with the virus but I am not scared. I have told myself that I am not going back to the hospital again because of the virus. I will not go again. I was sick for a little while but I have told myself that. It's not easy to accept, it really isn't. But what helped me is the support group. When I leave the group I always leave without worry and fear. Or even feel ashamed about what my neighbors are going to say. That is why I say this group is very good. You go along and take advice from other people. That way you are healed.
Hi people, my name is Sindiswa. My home is in Cala. I lost my husband to the virus in 1998. I didn't personally get sick from the virus. No one spoke about it in the past. Even when my husband passed away no one spoke about it. I only found out about it when I got to Cape Town and I started getting sick from little illnesses. When I went to the hospital I was advised to get tested and it turned out that I was HIV positive. When they asked me where my husband was and I told them that my husband has passed away and they asked me what he died from I told them I don't know because no one used to speak about HIV. They asked me what was written in the death certificate and I told them that it said hepatitis. I didn't know what hepatitis was. And they told me that it is contaminated blood that is passed on from one person to another. So which means he also had it. But I didn't get sick because I used to go to clinics and support groups. And I received advice and got tested. And I also got to know what a CD4-count is. And it turned out that mine was very low. So I started taking ARVs. And now I am still alive.
Hello, I am Amy Sitole and I live in Makhaza. I found out I was HIV positive in 2004. I was pregnant at that time. The reason I went was because I thought I had a problem with my waist. I wanted to protect my child because the problem is that I had shingles. I thought the shingles would be passed on to the child. So I went to the clinic and when I got there, they told me that shingles are sometimes caused by the virus. So I was really sad that I was HIV positive. But one thing I am happy about is that after I left the clinic I went home and told my mother that I was positive. The person I couldn't tell was the father of my child. He only found out in May when the child had diarrhea, when I had just given birth to the child and the child had diarrhea. We took her to Red Cross and then to Groote Schuur.
11 And then when the child was older they told us that it was positive. The father of the child kept asking, why does this child keep getting sick? And so I had to tell him because this thing was stressing me. So I told him that the child is HIV positive and that it is necessary for you to go and test. This doesn't come from me alone . . . So he told himself that he's not sick and he went his way and I went my way. I want to tell you people that HIV has made me sick. And I am still sick right now. Sometimes my mouth turns that way. And sometimes one side of my body doesn't operate properly. This is the first time I am coming to the support group. I have accepted it. And I will keep on coming so that I can gain more strength.
As we see, acts of public disclosure comprise accounts of how individuals came to opt for a diagnostic test, how they experienced the test results emotionally and psychologically, how they subjectively interpret their life and suffering from disease, and how they experience in subsequently dealing with it. The illness trajectories embodied and represented in these testimonials certainly deserve analysis in their own right. For an anthropology of support as encounters, however, it is more important to analyze how these testimonials were positioned within the process of interaction.
Importantly, these testimonials were moments of maximum emotional intensity. After each of the statements, people applauded and uttered spontaneous words of praise. Some women broke out in crying while listening to the stories, upon which others rushed over to join them in the act of mourning over the speaker's experiences of grief and loss. Moreover, after each testimonial the participants lined up to give the speaker a long affectionate hug. Depending on the number of participants, this procedure could easily last for up to ten minutes per speaker. If the speaker was new to the group, the hug was simultaneously understood as the ritual passage to membership. While lining up for the hug, whose emotional intensity eventually also led the speakers to break out in tears, some of the women held hands or held the shoulders of those in front of them. The affective states of mutuality, solidarity, and shared sentiment in which participants were immersed were thus imparted a distinctly corporeal expression.
What is more, in these situations, practices of physical touch not only enacted compassionate caring and sharing but also helped produce it. Touch and tangibility were quintessential forms of merging, both individuals and sentiments, forms in which the act of physical amalgamation momentarily allowed for the transference of such sentiments and which provided symbolic evidence for what was shared. 12 In interviews, Meliziswe and others typically construed such physical moments of reciprocity by pointing to the need of "feeling the pain of the other." Feeling the pain of the other was perceived as requiring both emotional and spatial closeness (between husbands and wives, parents and children, but also neighbors and friends, the diseased sufferer and the healthy). While Meliziswe often stressed the character of the group as the place for performing such closeness, physical touch surrounding the illness testimonials can certainly be viewed as its epitome. Other than the illness testimonial, merging through physical touch as a way of enacting affective states of mutuality took place during the collective prayers. Sometimes at the beginning of group meetings or workshops, but always at the end, people would form circles and hold hands, while some would volunteer in delivering the prayer. Again, merging took place through physical touch, now in conjunction with the collective orientation toward Jesus Christ as evoked through the intercession.
The emotional intensity surrounding the illness testimonials, however, was not only an affective expression of compassion. It was also a correlate of the highly personal and intimate information the testimonials elicited about the speaker's private lives. For Sindiswa, for instance, giving an account of her illness experience also involved talking openly about the death of her husband. From the fact, however, that prior to her own medical consultations she had not even been aware that he died from AIDS, it is evident that this was deemed a highly confidential, even secret information. Amy's testimonial too entailed highly personal details about the relationship to her spouse, among others his refusal to go testing and the fact that the relationship broke down as a result of conflicts around AIDS. In both cases, the contents of the testimonial imply tacit assumptions about the couple's intimate life, which under different circumstances are not subject of open discourse. Support groups thus fashion encounters of self-revelation and testimonials are central parts of it. These encounters of self-revelation produce a shared space of privacy and familiarity, which constitutes people's practices as caring. Openly talking about oneself, particularly because of the recognition of mutuality and shared experience, engenders perceptions of belonging and emotional proximity, thereby turning strangers into friends. Thus, the encounter opened a space for the expression of care through both bodily proximity and merging and the verbalization of emotional pain.
Another striking aspect of these testimonies concerns the way in which the intimate nature of discourse seemed to contradict the public character of performance. Through the illness testimony, self-revelation and the sharing of experiences effectively morphed into public disclosure rituals. How come the passing on of such intimate details becomes the subject of ostentatiously public self-display? Scholars such as Robins (2004) have noted that the ritually staged public performance of illness testimonies is a central element within the cultural repertoire of the South African AIDS movement, especially of the political activism led by the Treatment Action Campaign (TAC). Many of its activists ritually enact their HIV-positivity through illness testimonies on large public rallies and have thus significantly contributed to breaking the taboo of public AIDS talk and to creating more openness. The most engaged members of Meliziswe's support group are in fact also members of TAC, and we can assume that the diffusion of the practice of testimonies works through such links.
Yet as a form of therapeutic intervention, such testimonials are not without precedents in South Africa. Itself originating from notions of group therapy from the repertoire of Western psychology, public testimonials in the form of traumatic storytelling were, for example, already used in the context of rehabilitation work for political prisoners and other victims of the Apartheid state's political violence after the political transition. In his analysis of these processes, Colvin perceptively demonstrates how support groups provided spaces for traumatic storytelling as micropolitical means for individual and national healing, reconciliation, and therapeutic remembrance in the aftermath of the Truth and Reconciliation Commission (TRC). He also shows how and why a psychiatric discourse of trauma-put into practice in the form of traumatic storytelling-emigrated away from its spiritual homes in North America and Western Europe into places considerably less familiar with both the broad language of psychotherapy and the specific vocabulary of trauma (Colvin 2005: 166) .
While AIDS support group members invariably stressed that the ability to openly talk about oneself and to articulate collective experiences was highly beneficial, it paradoxically also created new uncertainties, anxieties, and conflicts, namely with regard to confidentiality. In some groups the violation of confidentiality led to the setting up of a code of conduct. In virtually all groups, disclosure "by proxy," that is, talking about others' HIV infection outside of the group, is highly repudiated and sometimes even penalized by sacking. The greater the degree of intimacy produced by practices of sharing, the more sentiments of care require safeguarding through "boundary work." Anxieties and uncertainties arose precisely because it was not always clear that what was talked about inside the group would not be gossiped about outside later. In Meliziswe's group, too, gossip about members in conversations outside of the group was not uncommon. Often, however, such gossip would not primarily relate to issues of AIDS and could have been viewed as the common practice of talking about those who are absent. Yet because of the highly idealized and emphatic notion of solidarity upon which the group was built, responses to negative talk, if revealed, seemed much more dramatic than could otherwise be expected. In these moments, support group members were somehow surprised to find that they were in fact, as they otherwise wished, people like everyone else. But because of the idealized idea of the group, this seemed difficult to accept.
Reconstituting and Transforming Life in the Support Group
Personal disclosure sets in motion complex processes of personal transformation for which the experience of group attendance is crucial. Many important aspects of the processes are embodied in the case of Thandokazi, a 35-yearold female member. When I asked her about the most important aspects of her group membership, she answered as follows:
At first, I was feeling lonely and I just want to sit and not want to speak to anyone for the first time I went there. And then the second week, I go there and I also open my mouth and talk about me. When you go there you have to talk about yourself, how is your treatment, how do you feel at home, how was your weekend, something like that. And then you have the experience of the people, and then I also opened my mouth. I just felt free to talk about myself. I just know the words then, publicly, you see. . . . When you go to the group, you join the group, you find a lot of people there talking about HIV and a lot of things and you feel free to talk about yourself. And a lot of people are looking healthy like me. All the time I am always in the hospitals, clinics, and when I go to the group everybody hugs me and I just like that. Sometimes I get a call when I am there in the hospital, one of the member of the group calls me and asks me, how are you doing there and I am just smiling because I feel that no, no man, I am also like the others because they tell me all the things they experience. . . .
Quite obviously, what seems significant to the possibilities of interaction in the support group is the experience of sharing through talking and speaking out, and thus to be able to deploy the connecting energies of speech for identifying a shared experience of both suffering and hope. In Thandokazi's account, this experience of sharing emerges from the fundamental recognition of the similarity of the experiences of the other and manifests itself in acts of remembering, of having others bearing witness to one's own suffering, and of bearing witness to the suffering of the other. Both listening and speaking constitute ideas of mutuality that are at the bottom of how the production of care is construed.
What is most striking is how in the process of listening to the stories of the others, Thandokazi began to recognize in their accounts her own feelings and thoughts, her own frustration and misery. In the process, her inhibitions to speak gradually receded. She found words and, therefore, through the words of the others, she gained access to, and an opportunity to articulate, her own experience. Listening to others enabled her to speak while the act of speaking about herself and about how she felt became a moment of recognizing who she is. The self that speaks left behind the self that was muted by isolation, the pain of loneliness, and the discourse of stigma. The possibilities of reconstituting the self in support groups, it seems, are fundamentally linked to the common experience of suffering and pain.
This also explains why many HIV-positive people experience support group attendance as something highly special even after generally positive and supportive experiences among relatives or friends. Disclosing to a mother or a friend is never the same as disclosing to other HIV-positive people. While talking about one's pain to a mother might build on a relationship of deep trust and unconditional support as well, its effects are limited by the anthropological boundaries of experience (Bourdieu 1999: 237) , by the fact that despite all empathy the other does not live with the virus. Again, I therefore suggest that it is through the support group process as an encounter that HIV infection is transformed from an individual into collective experience, and that through the symbolic and intersubjective recognition of the other, HIV-positive people gain greater access to their own subjectivity.
Intersubjectivity, unfolding on the basis of a common condition and playing itself out through the force of shared sentiments, is also inscribed into another important aspect of self-transformation of HIV-positive people, namely that of becoming providers of support themselves. Within any other support relationship such as in families or hospitals, or when laying claims to governmental disability grants, infected people are invariably posited as receivers, that is, as subjects of support. In other words, the possibilities of creating mutuality by "returning something" remain foreclosed because they are always the ones who are seen as in need of support. For many of them, the support group is the first social encounter in which this asymmetry is collapsed and in which the gesture of support can be reversed. This is embodied in both speaking and listening, in speaking because it enables others to see that "I am like them" and in listening because the one who listens is already known to be able to share since he or she is diseased too.
Up to this point, I have stressed support groups as places that enable people to articulate collectively shared experiences. However, in its reciprocal nature, the willingness to share was not only construed as a possibility, and an offer to make use of; it also took shape as a more or less explicit cultural expectation. In the Meliziswe support group, newcomers would be asked a number of questions concerning their life and motivation for joining the group, and thus to "open up." While openness was commonly understood as something that unfolds over time, people did make sure that at some point everyone would start talking about herself or himself. In individual interviews but sometimes also in group discourse, those who failed to do so were branded as "living in denial." Implicitly, the willingness to openly talk about AIDS and personal experiences surrounding it was established as a criterion for the degree to which one has "accepted his or her status."
Openly talking about oneself, however, also served as a means for problematizing the ways in which people managed to "act upon their status," that is, to adapt their daily conduct to their medical condition. These problematizations mainly revolved around issues of alcohol consumption, smoking, adhering to a healthy diet, adhering to medical treatment, engaging in protected sex, and thus generally around taking care of oneself and making "healthy lifestyle choices." Apart from providing a space for recovery, group meetings were significant in terms of shaping how people took care of themselves outside the encounter itself.
In these discussions, such practices of self-care were imbued with a strongly ethical character, for if the group failed to make sure people live a healthy life, the group itself was perceived as at risk of failing. Living a healthy life by adhering to these practices emerged as an ethical injunction and encounters of self-revelation, in fact, as a means of supervision. This was evident, for instance, in lengthy debates about nutrition in which people narrated what they had been eating and cooking during the previous days and about weight. These debates entailed detailed descriptions of various kinds of foods, which were meticulously evaluated in terms of their nutritional values. In the process, foods became moral substances whose character and value inevitably revealed something important about the character of the consumer. Eventually it became clear that the collective labor provided by the group was that of morally regulating, albeit with varying success, the everyday life of its members. This process of moral regulation too involved the production of intimacy, for negotiations over how to live inevitably entangled people in others' private conduct that is otherwise the domain inhabited by spouses, family members, or close friends.
What we find here is that the culture and practice of self-revelation are invested with two completely different meanings. On the one hand, selfrevelation is employed as a practice of remembrance, psychotherapy, and working through the trauma of diagnosis and isolation. These psychological meanings are most strongly embodied in rituals of self-disclosure. On the other hand, self-revelation-if enacted on a sustained basis-exposes the individual to the judgment of other group members recurrently reminding one another how one "ought to live" in terms of "responsibilized selfhood."
Recovery or Supplies? Negotiating Needs and Neediness
The preceding analysis showed how people appropriated publicly circulating ideas about the purpose of support groups so as to transform attendance into a subjectively and intersubjectively meaningful practice. In this context, practices of negotiating needs have largely pointed to the emotional and symbolic aspects of care and support. Simultaneously, however, most HIV/AIDS support groups also provide some kind of material help, which, if transformed into a motif for attendance, seriously challenged group images of altruistic support and benevolence. Since before joining support groups, many HIVpositive people have rather vague ideas about how attending the workshops could be helpful for them, they cling to rumors about material benefits. With Meliziswe's support group, these difficulties already manifested themselves when he set out to establish the group, mainly with regard to recruiting people in the first place: "The problem," Palesa, one of the members, pointed out in an interview, is that some of the support groups have food parcels that they are giving to the people. . . . And we had no food parcels and we didn't know where to get food parcels from for the people. And the other support groups they had milk for the mothers to give to their children, . . . there are so many things they are doing. They also make beads, and sewing and they get the orders from overseas. And where are we going to get the orders from overseas? Who can come with the orders for us so that we can teach other people to make beads, sewing and all that stuff?
Before HIV-positive people get familiarized with the vocabulary of trauma and recovery in the support groups, motifs for attendance are inchoate and partially manufactured from ideas about access to material resources that these groups offer as both occupational therapy and small-scale incomegenerating projects. If groups lacked funds for such activities, attendance seemed much less attractive for possible members, many of whom are unemployed and live in poverty. What eventually got Meliziswe's group going was the fact that he managed to mobilize funds from Botho for the production of T-shirts carrying the group's logo and the slogan "I'm living with HIV. Your God is still my God." "Meliziswe had the T-shirts," Palesa recalled, "and they just followed the T-shirts." However, the members of the group were aware that people also followed the meals offered to them for free during the meetings. Against this backdrop, the recurrent demand for active participation in the group's discourse served to reinforce the claim that in the first place the group was an arena for collective recovery and mutual care, not for making material gains.
In another group I have visited, conflicts over material benefits were even more pronounced. The group handed out groceries supplied by a supermarket chain to its members. On various occasions, struggles over who gets what developed into full-fledged competitions over neediness in which members made claims to (more or different kinds of ) supplies by trying to prove how much poorer than others they were. Discussions meant to solve the issue sometimes lasted for several weeks and once again raised the issue of the purpose of the group. In these moments, ideas of psychological and spiritual recovery, and of mutual care, were sometimes bluntly rejected as secondary to their "real needs" such as money and supplies.
Perceptions of AIDS projects as dispensaries of goods also surfaced when in the context of an outreach campaign, Meliziswe and a few members of the support group traveled towns and villages in the Eastern Cape province. With the help of local friends, the group organized information-and awarenessraising workshops in each of these villages. While for the group these workshops were clearly about education and enhancing the spirit of solidarity with and among HIV-positive people, the attending residents appeared visibly disappointed that no goods were being distributed. On one occasion, an attending woman angrily asked me: "Why do you come here all the way from Cape Town if you don't even bring us food parcels?" In spite of such difficulties, the group members further pursued their idea of promoting the concept of AIDS support groups to the rural countryside and of using the workshops as occasions for setting up groups in each town. Again, however, it became clear that the kind of support that support groups were meant to provide was far from being self-evident. During one of the workshops, one local activist thus complained "We've already tried very hard but we don't have . . . all the information we need about how to run a support group and what a support group is supposed to do. I mean, we just sit down and we don't do nothing because we don't know!"
Conclusions
During the past 10-15 years, AIDS support groups have become part of the standard repertoire of civil society-based AIDS response in sub-Saharan African countries. They have become incorporated into the "AIDS industry," itself a central component of global networks of development aid, humanitarian assistance, and transnational governmentality. And similar to other areas of governance in Africa, resource flows to AIDS projects have facilitated the expansion of relationships of patronage and clientelism. In this vein, Ann Swidler (2009) has perceptively shown how in rural Malawi and Uganda, expectations of benefits and the "connections" of all sorts that AIDS projects seem to offer transform beneficiaries into clients and NGOs into patrons. In the Meliziswe support group, the very same dynamics have led to controversies about the nature of the support group and to negotiations about the very meaning of the notion of support.
Yet what such institutionalist perspectives can never explain are the extraordinary personal investments people have in their participation in these groups and the processes of personal transformation they come to mediate. In order to account for these experiences I have drawn attention to the ways in which practices of sharing helped to generate emotional closeness and relationships of care. Going beyond the mere provision of support, these relationships of care in turn were mediated through both bodily expressions and the creation of a shared language in which common experiences of suffering could be addressed. Identifying these common terms on which their predicament rested turned out to be instrumental for people to reconstitute themselves as moral persons.
In this context I have tried to capture how in circumstances of advanced exclusion, care and support provide access to the social. A normative perspective that takes into account the moral values and expectations of the social actors themselves is strongly associated with notions of cohesion, shared experience, and bearing witness to the suffering of the other. At the same time, however, these qualities of the social are never given per se but rather accomplished through the practices of support and care themselves as they are wrought through successive human encounters and the making of moral selves that is, as Bauman has stressed, always precarious. Support is essentially a practical accomplishment that depends on an emphatic notion of intersubjectivity. It rests with reciprocal understandings of need, which rather than given are a result of ongoing negotiations. As the somehow helpless question of the rural AIDS activist as to what an AIDS support group is meant to do shows, even if the motivation to support is there, the work of defining of what support precisely consists always remains to be done. As anthropologists, we are therefore reminded that the meanings of the social remain essentially contested.
Notes

